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 ABSTRACT 
Objective: To evaluate a sports safety-focused risk management training program. 
Design: Controlled pre–post test. 
Setting: Four community soccer associations in Sydney, Australia. 
Participants: 76 clubs (32 intervention, 44 control) at baseline, 67 clubs (27, 40) at 
post season and 12 month follow-up. 
Intervention: SafeClub—a sports safety-focused risk management training program 
(3 x 2 hour sessions) based on adult learning principles and injury prevention 
concepts and models. 
Main outcome measures: Changes in mean Policy, Infrastructure and Safety scores 
as measured using a modified version of the Sports Safety Audit Tool. 
Results: There was no significant difference in the mean Policy, Infrastructure and 
Safety scores of intervention and control clubs at baseline. Intervention clubs 
achieved higher post-season mean Policy (11.9 intervention vs. 7.5 controls), 
Infrastructure (15.2 vs. 10.3) and Safety (27.0 vs. 17.8) scores when compared with 
controls. These differences were greater at 12 month follow-up: Policy (16.4 vs. 7.6); 
Infrastructure (24.7 vs. 10.7); and Safety (41.1 vs. 18.3). General Linear Modelling 
indicated that intervention clubs achieved statistically significantly higher Policy 
(p<0.001), Infrastructure (p<0.001) and Safety (p<0.001) scores when compared to 
control clubs at post-season and 12 month follow-up. There was also a significant 
linear interaction of Time and Group for all three scores: Policy (p<0.001), 
Infrastructure (p<0.001) and Safety (p<0.001). 
Conclusions: SafeClub effectively assisted community soccer clubs to improve their 
sports safety activities, particularly the foundations and processes for good risk 
management practice, in a sustainable way. 
 INTRODUCTION 
Sports injuries are a public health issue that incur a high personal, social and 
economic cost.[1-3] Injury, and the fear of injury, are barriers to physical activity 
participation[4,5] and addressing sports injuries is a public health priority.[6,7]  
 
Most sports injuries are preventable[8,9] and sports governing bodies have a legal and 
ethical responsibility to endeavour to prevent injuries by identifying, assessing and 
controlling the risks associated with their sport.[10] The application of risk 
management principles to sports safety has been advocated for internationally[10-13] 
and in Australia.[9,14,15] Risk management has been described as “the culture, 
processes and structures that are directed towards realizing potential opportunities 
whilst managing adverse effects”.[16] Risk management underpins occupational 
health and safety practices in most sectors.[17]  
 
The sport/leisure sector has not recognised the importance of risk assessment[10] nor 
the support needs of community sports clubs to conduct safety-related risk 
management.[18] An Australian standard is available for managing risk in sport and 
recreation,[16] and resources and training are available to support sporting 
organisations with risk management.[11,19,30] However, sports-related risk 
management has tended to have a legal/insurance viewpoint rather than a public 
health/injury prevention perspective.[21] In the peer-reviewed literature there is no 
information about the development, adoption, evaluation or dissemination of currently 
available sports safety-related risk management resources or training. 
 
The aim of this study was to evaluate SafeClub—a sports safety and injury 
prevention-focused risk management training program for community sports clubs. 
The evaluation measured the impact of SafeClub on the sports safety activities (i.e. 
sports safety-related risk management policies and infrastructure) of participating 
community soccer (football) clubs in Sydney, Australia. While SafeClub was 
designed for use with all community sports, soccer was considered the most suitable 
sport in which to conduct the evaluation. Soccer is popular,[22] has a relatively well 
understood injury profile,[23,24] has poor safety policies and practices compared to 
other Australian community sports,[18,25] and is a priority for injury prevention 
action in Australia.[26]  
  
METHODS 
A controlled pre–post test study design was used. The Northern Sydney Area Health 
Service Health Human Research Ethics Committee approved the study. 
 
Sample 
Soccer New South Wales (NSW) identified four affiliated community soccer 
associations in the Greater Sydney region to participate in the study based on their 
knowledge of each association’s capacity, infrastructure and interest. Two pairs of 
similar associations were recruited. The associations were considered similar in: size 
(number of affiliated clubs); budget; size of committee; paid administration hours; 
association policies; and support for affiliated clubs. One association from each 
similar pair was randomly allocated to each arm of the study—intervention 
(SafeClub) or control (usual sports safety activities). 
 
Clubs affiliated with the participating associations were invited to join the study via 
presentations at association Annual General Meetings in 2004. Following the 
presentations, each club was contacted by telephone to arrange a suitable baseline 
data collection time. Clubs in the same association were allocated to the same arm of 
the study. 
 
Intervention 
SafeClub is a training program based on a 5-stage model of risk management: risk 
identification; risk assessment; risk management; implementation and 
evaluation.[9,21] SafeClub was developed following a survey that identified that few 
community soccer clubs adopted a strategic approach to safety or had the 
infrastructure to implement sustainable injury prevention initiatives.[27] Additional 
informal consultations with regional sports associations and community clubs also 
suggested that the safety issues of concern varied significantly from club to club 
depending on the club’s: size; facilities; human resources; location; and player and 
spectator characteristics. SafeClub was developed to assist clubs to identify and 
manage their specific safety issues, rather than adhere to a prescribed set of safety 
activities that may not be relevant to their needs. 
 
 SafeClub delivery consists of three, two-hour training sessions based on adult learning 
principles
 
including using practical, problem-centered learning strategies that 
capitalise on participants’
 
knowledge and experience. In between sessions, 
participants are asked to ‘try-out’ ideas discussed during the training and report on 
progress at their club. The process for identifying and selecting risk management 
strategies are based on injury prevention concepts and models.[28] Participating clubs 
are encouraged to develop a sustainable, club-specific Sports Safety Manual by the 
end of the training. SafeClub was piloted and presented, in modified form, as a 
workshop at a national scientific conference[29] before being evaluated in this study. 
SafeClub was delivered in mid-2005, in the middle of the community soccer season. 
 
Data collection 
Demographic and sports safety activity information were gathered from participating 
clubs using a modified version of the Sports Safety Audit Tool (SSAT).[30] The 
SSAT modifications were based on a review of sports injury prevention best practice 
which advocated for the development and implementation of sports safety plans using 
risk management processes including: delegating responsibility for safety; prioritising 
key issues; considering first aid and protective equipment; hazard inspections; and a 
review component.[9,15] The modified SSAT used in this study is available from the 
authors upon request. 
 
Each participating club completed the 72-item modified SSAT three times—at the 
start of the 2005 season (baseline), at the end of 2005 season (post-season) and mid-
2006 season (12 month follow-up). Clubs unable to be contacted after four telephone 
attempts were considered non-respondents at each data collection stage. Most 
interviews were conducted using a standard interview protocol during a face-to-face 
meeting with a club representative. However, a small number of 12 month follow-up 
interviews were conducted over the telephone. Presidents and secretaries were the 
preferred representatives and interviews were conducted at times and locations 
convenient to participants—usually after-hours at their club, home or workplace.[30]  
 
Statistical analysis 
A scoring system was developed for the SSAT prior to the commencement of the 
study. Items that the researchers considered reflected fundamental and wide-reaching 
 risk management practices identified in the literature[9,15,18] were scored more 
highly than specific, individual items considered to be less important to overall sports 
safety. For example, a documented sports safety/risk management plan scored five 
points whilst having safety as a regular item on committee meeting agendas’ scored 
two points and having a sun protection policy scored 0.5 points. The maximum 
possible Safety score of 65 was made up of a maximum Policy score of 24 (from 30 
Policy items) and a maximum Infrastructure score of 41 (from 26 Infrastructure 
items).  
 
The Independent Sample t-test was used to compare the demographic data of control 
and intervention clubs and of clubs that were retained in the study and those that 
dropped out. Pearson’s Chi-Squared test was used to compare the proportion of 
intervention and control clubs responding positively to individual items at baseline, 
post-season and 12 month follow-up. A mean score was calculated for two items 
(‘Safety activities undertaken in past 12 months’ and ‘Other documented safety 
policy’) and compared at baseline, post-season and 12 month follow-up for 
intervention and control clubs using the Independent Sample t-test. Policy, 
Infrastructure and Safety scores were compared at baseline, post-season and 12 month 
follow-up using a General Linear Model for repeat measures with Time—baseline, 
post season and 12 month follow-up—as the within subject factor and Group—
intervention or control—as the between subject factor. P-values <0.05 and 95% 
Confidence Intervals (CI) were used to demonstrate statistical significance. All data 
was analysed using SPSS (v 10.0[0]). 
 
RESULTS 
Thirty-two of a possible 50 intervention clubs (64% response rate) and 44 of a 
possible 51 (86% response rate) control clubs were enrolled in the study at baseline. 
Twenty seven interventions clubs and 40 control clubs were still enrolled at post-
season. There was no significant difference between the retention rates for 
intervention (84%) and control clubs (91%) [χ2(1, n = 76) = 0.758, p = 0.384]. All 
clubs enrolled at post-season were retained at 12 month follow-up. 
 
Of the 76 clubs enrolled at baseline, 49% were represented by the club secretary, 38% 
by the president, 4% by the treasurer and 9% by others (coaches, sports trainers etc.). 
 Most (86%) clubs were incorporated and 3% employed a paid administrator. Nearly 
half (46%) of the clubs were >20 years old and 9% were <5 years old (range 1–84 
years). 
 
At baseline, the participating clubs varied in size from 7–113 registered teams with 
70–1369 registered players and 4–28 committee members. Approximate annual 
budgets ranged from $A1,000–$A325,000. There were no significant differences 
between intervention and control clubs on the demographic items measured except 
that intervention clubs were bigger (mean 47.7 vs. 32.9 teams, 95% CI for difference 
2.9–26.8) and had more registered players aged 12 years or under (mean 324.3 vs. 
202.8, 95% CI for difference 35.4–207.7). Table 1 shows the demographics of 
intervention and control clubs at baseline. 
 Table 1:  Mean (standard deviation) for club demographics of intervention and control 
clubs at baseline 
 
Intervention clubs 
(n=32) 
Control clubs 
(n=44) 
95% CI for the 
difference based 
on t-test 
No. of teams 47.7 (30.6) 32.9 (21.2) 2.9–26.8 
No. of registered players 610.8 (384.2) 458.5 (286.9) -4.2–308.9 
No. of players 12 years or 
under 
324.3 (202.7) 202.8 (146.9) 35.4–207.7 
No. of players 13–18 years 123.6 (84.4) 109.5 (72.7) -24.5–52.7 
No. of players 19–34 years 114.5 (89.3) 95.2 (61.6) -18.3–56.9 
No of players 35+ years 48.0 (47.1) 36.4 (39.0) -9.4–32.6 
No. of committee members  12.5 (5.1) 10.5 (4.9) -0.2–4.4 
Annual budget 
$A108,929 
(92,099) 
$A85,155 
(55,317) 
-$A12,955.– 
$A 60,500 
Note: Not all clubs provided information for each item so the n for each item varies and the 
mean is calculated based on the n for each item (range: intervention clubs 28–32, control 
clubs 35–44).  
 
Tables 2 and 3 shows the proportions of intervention and control clubs that responded 
positively on each modified SSAT Policy and Infrastructure item respectively. The 
mean modified SSAT scores are provided for the items where respondents could 
report more than one activity (i.e. ‘Safety activities undertaken in the past 12 months’ 
and ‘Other documented safety policy’) at baseline, post season and 12 month follow-
up.
 Table 2: The modified SSAT Policy items, scores and proportion of positive responses and Chi-Squared p-values for Intervention (I) and 
Control (C) clubs at baseline, post season and 12 month follow-up. (#Note: a mean score and a p-value for Independent Sample t test is given for the 
item ‘Other documented safety policy’) 
Baseline Post-season 12- month follow-up 
Policy Items Item score I 
(n=32) 
C 
( =44) 
χ
2 
p-value 
I 
(n=27) 
C 
(n=40) 
χ
2 
p-value 
I 
(n=27) 
C 
(n=40) 
χ
2 
p-value 
A documented sports safety/risk management policy 5 22% 29% .453 63% 25% .002* 89% 35% <.001* 
A current documented sports safety plan  2 16% 11% .587 41% 17% .035* 74% 12% <.001* 
Current sports safety plan includes:           
safety priorities 1 19% 14% .546 33% 5% .002* 74% 7% <.001* 
individual responsibilities 1 19% 11% .366 37% 10% .008* 59% 7% <.001* 
time frames 1 9% 4% .402 30% 10% .040* 48% 2% <.001* 
review process 1 19% 16% .745 30% 5% .006* 67% 0% <.001* 
A documented policy on:           
Emergency action/severe injury 0.5 37% 41% .764 59% 37% .080 59% 40% .122 
Head injuries 0.5 16% 20% .592 33% 22% .326 52% 20% .006* 
Pre-participation health screening 0.5 25% 23% .818 22% 25% .794 52% 15% .001* 
Blood Rule 0.5 62% 75% .242 74% 70% .717 78% 40% .002* 
Infectious diseases – other than Blood Rule? 0.5 25% 11% .119 41% 25% .173 67% 50% .177 
Sun protection 0.5 25% 23% .818 44% 30% .226 48% 17% .007* 
 Qualifications of referees 0.5 31% 23% .405 26% 10% .084 22% 25% .794 
Baseline Post-season
 
12- month follow-up
 
Policy Items (continued) Item score I 
(n=32) 
C 
( =44) 
χ
2 
p-value 
I 
(n=27) 
C 
(n=40) 
χ
2 
p-value 
I 
(n=27) 
C 
(n=40) 
χ
2 
p-value 
First-aiders/sports trainers at competition 0.5 3% 16% .073 11% 17% .472 22% 12% .292 
First-aiders/sports trainers at training 0.5 0% 7% .132 4% 5% .801 7% 2% .341 
Safety inspection of home ground facilities  0.5 19% 23% .675 41% 27% .258 63% 17% <.001* 
Safety inspection of playing surfaces before competition 0.5 44% 32% .287 44% 35% .436 70% 32% .002* 
Safety inspection of playing surfaces before training 0.5 16% 18% .770 33% 20% .219 37% 17% .071 
Wearing/use of protective equipment during competition 0.5 100% 93% .132 96% 90% .336 100% 97% .408 
Wearing/use of protective equipment during training 0.5 87% 79% .363 89% 77% .233 96% 80% .055 
Participation of players under the influence of alcohol 0.5 41% 34% .560 41% 25% .173 89% 50% .001* 
Drugs in sport 0.5 25% 32% .518 41% 22% .110 44% 30% .226 
Code of Conduct/Fair Play policy for players 0.5 97% 95% .754 96% 97% .776 96% 97% .776 
Code of Conduct for people attending competitions  0.5 100% 91% .080 96% 97% .776 100% 97% .408 
Modified rules for juniors 0.5 97% 93% .477 96% 95% .801 96% 85% .138 
Child protection 0.5 97% 89% .188 100% 95% .238 96% 92% .520 
Pregnant players 0.5 47% 29% .122 41% 30% .364 48% 32% .197 
Adverse weather and safety 0.5 66% 52% .244 59% 40% .122 78% 52% .036* 
Other documented safety policy 0.5/policy 0.25 0.33 .397 0.46 0.32 .249 0.70 0.12 <.001* 
 *(mean score and p-value for Independent Sample t test) max = 1.5 
 Table 3: The modified SSAT Infrastructure items, scores and proportion of positive responses and Chi-Squared p-values for Intervention (I) and 
Control (C) clubs at baseline, post season and 12 month follow-up. (#Note: a mean score and a p-value for Independent Sample t test is given for the 
item ‘Safety activities undertaken in past 12 months’) 
Baseline Post-season
 
12- month follow-up
 
Infrastructure Items Item score I 
(n=32) 
C 
( =44) 
χ
2 
p-value 
I 
(n=27) 
C 
(n=40) 
χ
2 
p-value 
I 
(n=27) 
C 
(n=40) 
χ
2 
p-value 
Keep a record of injuries that:           
result in an insurance claim   0.5 78% 82% .690 85% 85% .983 81% 87% .587 
require attendance to hospital 0.5 34% 64% .012* 56% 60% .718 67% 67% .943 
require attending a medical practitioner/health professional 0.5 16% 48% .004* 44% 52% .518 44% 30% .226 
result in missing a match 0.5 16% 34% .071 26% 40% .234 37% 15% .038* 
require first aid 0.5 12% 23% .256 30% 25% .675 41% 30% .364 
other injuries 0.5 0% 9% .080 15% 10% .551 4% 5% .801 
Collects injury risk information from:            
Research (internet, library, etc.) 0.5 25% 18% .472 37% 12% .018* 56% 20% .003* 
Soccer NSW /Football Federation Australia 0.5 81% 82% .950 70% 92% .016* 93% 85% .347 
Club safety audits  0.5 6% 14% .300 26% 15% .267 63% 35% .024* 
Other sources 0.5 19% 18% .950 18% 17% .915 0% 2% .408 
Reviewed injury records and injury risk information in the 
last 12 months 
5 31% 25% .547 30% 22% .511 56% 22% .006* 
 Baseline Post-season
 
12- month follow-up
 
Infrastructure Items (continued) Item score I 
(n=32) 
C 
( =44) 
χ
2 
p-value 
I 
(n=27) 
C 
(n=40) 
χ
2 
p-value 
I 
(n=27) 
C 
(n=40) 
χ
2 
p-value 
Informed the following groups about club safety activities 
in the last 12 months.  
          
players 0.5 59% 59% .980 48% 30% .132 70% 40% .015* 
coaches 0.5 87% 84% .677 89% 67% .044* 93% 75% .065 
Committee members 0.5 84% 82% .770 96% 72% .013* 100% 75% .005* 
Referees and other officials 0.5 19% 32% .201 11% 12% .863 33% 12% .040* 
Safety budget 2 3% 7% .477 4% 5% .801 18% 7% .172 
Safety committee or coordinator  5 6% 14% .300 33% 12% .040* 70% 15% <.001* 
Acted upon  current sports safety plan  4 3% 7% .477 22% 13% .314 67% 5% <.001* 
Safety activities undertaken in past 12 months 
(mean score and p-value for Independent Sample t test) # 
0.5/activity 
max = 4 
1.20 1.11 .667 1.52 1.07 .024* 1.70 0.78 <.001* 
Safety a regular agenda item at club committee meetings 2 22% 27% .592 56% 12% <.001* 74% 30% <.001* 
Consulted about injury risks in the last 12 months           
players 0.5 50% 45% .695 23% 27% .688 33% 17% .136 
coaches 0.5 66% 68% .815 78% 70% .481 81% 45% .003* 
Committee members 0.5 66% 64% .858 93% 75% .065 100% 65% .001* 
Referees and other officials 0.5 3% 14% .118 7% 12% .504 30% 22% .511 
Reviewed sports safety policies and plans in the last 12 5 28% 21% .471 67% 25% .001* 74% 37% .003* 
 months 
 At baseline there were two items to which a significantly higher proportion of control 
than intervention clubs responded positively. Control clubs were more likely to report 
keeping a record of injuries that required attending a hospital [64% vs 34%, χ2(1, n = 
76) = 6.359, p =0.012] and injuries that required attending a general 
practitioner/health professional [48% vs 16%, χ2(1, n = 76) = 8.483, p =0.004]. 
 
At post-season, a significantly higher proportion of intervention clubs than control 
clubs responded positively to 13 items. A significantly higher proportion of control 
clubs responded positively [92% vs 70%, χ2(1, n = 67) = 5.753, p =0.016] to one item, 
‘Collects injury risk information from Soccer NSW /Football Federation Australia’, at 
post season. This trend continued at 12 month follow-up with a significantly higher 
proportion of intervention clubs responding positively to 30 of the 56 items. There 
were no items to which a significantly higher proportion of control clubs responded 
positively at 12 month follow-up. 
 
Figure 1 shows the mean Policy, Infrastructure and Safety scores for control and 
intervention clubs at baseline, post-season and 12 month follow-up. 
 
Figure 1: Mean Policy, Infrastructure and Safety scores for control and intervention 
clubs at baseline, post season and 12 month follow-up 
 Insert Figure 1 here 
 
The General Linear Modelling indicated that the effect of Time was significant for 
Policy [F(2,130) = 31.32, p<0.001], Infrastructure [F(2,130) = 30.29, p<0.001] and 
Safety [F(2,130) = 45.38, p<0.001] scores. Importantly, there was a significant linear 
interaction of Time and Group for all three scores: Policy [F(2,130) = 31.16, 
p<0.001], Infrastructure [F(2,130) = 28.20, p<0.001] and Safety [F(2,130) = 43.45, 
p<0.001]. 
 
There was no significant difference in the baseline demographic characteristics or 
Policy, Infrastructure and Safety scores of clubs that were retained in the study (n = 
67) compared to those that dropped out (n = 9). The only item at baseline to which a 
significantly different proportion of retained than drop out clubs responded positively 
 was in having a ‘documented sports safety/risk management policy’—retained 22% vs 
dropped out 56%; [ χ2(1, n = 76) = 4.501, p = 0.034] 
 
DISCUSSION 
To our knowledge, this is the first evaluation of a risk management-focused sports 
safety training program for community sports clubs published in the reviewed 
literature. Most previous sports safety and injury prevention research has focused on 
the first two stages of van Mechelen’s four-stage model of sports injury prevention—
establishing the extent of the problem, and the aetiology and mechanisms of 
injury.[31] This study evaluates an intervention to assist in the implementation of best 
practice. In terms of the TRIPP framework for sports injury prevention research 
proposed by Finch,[33] this study fits into Stage 5—understanding how evidence-
based practice can be translated into actions that can be implemented in real-world 
circumstances. 
 
The results of this study strongly suggest that SafeClub achieved its aim of assisting 
community soccer clubs to improve their sports safety activities. There is also 
evidence that improvements reported by participating clubs were sustained, if not 
increased, over time. Interestingly, at 12 month follow-up, a significantly higher 
proportion of the clubs that participated in the SafeClub training responded positively 
to nine of the ten items that were given a weighting of two points or more (i.e. were 
considered fundamental and wide-reaching risk management practices). This suggests 
that SafeClub was particularly effective at enabling clubs to lay the foundations for 
good risk management practices through: establishing core infrastructure (e.g. 
appointing a safety committee/coordinator); putting key processes in place (e.g. 
regularly reviewing injury records/risk information to inform plans, having safety as a 
committee meeting agenda item, acting upon and reviewing safety plans in a timely 
manner etc); and writing and regularly reviewing comprehensive safety policies and 
plans. A higher proportion of SafeClub trained clubs also reported having a specific 
safety budget at 12 month follow-up but the difference did not reach statistical 
significance. 
 
The application of risk management principals to the development of sports safety 
plans has been widely called for[9-16,19,20] despite there being little evidence 
 directly linking risk management to a reduction in sports injuries. Given the difficulty 
and cost of obtaining reliable community sports injury data[34,35] and the limited 
resources available for this study, the outcome measure of interest in this study was 
indicators of good sports safety practice rather than injury rates. Whether the sports 
safety activities adopted by participating clubs were effective in reducing injuries is a 
separate question more aligned to Stage Four of the TRIPP framework—ideal 
conditions/scientific evaluation of preventive measures[33] or Stages Three and Four 
of van Mechelen’s model—introducing preventive measures and assessing their 
effectiveness.[31] The critical factor for SafeClub in this context was that it 
encouraged, supported and resourced evidence-based planning[36] which enabled 
participants to develop sustainable safety activities tailored to meet the unique 
circumstances of their club.  
 
There were several safety activities that >80% of participating clubs reported 
implementing at baseline. For example, nearly all clubs reported having documented 
policies on: wearing/using protective equipment at competition and training; the 
conduct of players and others attending competitions; modified rules for juniors; and 
child protection. In addition, >80% of participating clubs reported that they collected 
injury risk information from the state governing body for the sport (Soccer NSW), and 
>60%: had a written blood rule; kept records of injuries that generated insurance 
claims; and regularly informed and consulted with coaches and committee members 
about safety. These findings suggest that safety was already on the agenda in some 
way at many participating clubs, perhaps as a result of Soccer NSW having previously 
introduced specific organisation-wide policies. 
 
The limitations of this study need to be acknowledged. The community soccer 
associations that participated in this study were not randomly selected. They, and their 
affiliated clubs, may have been significantly different to other associations and clubs. 
However, any selection bias was minimized by the random assignment of similar 
pairs of associations to intervention or control arms of the study. Self reporting by 
participants and the non-blinding of participants and researchers introduced the 
potential for interviewer bias and social desirability biases among participating club. 
This bias was minimized with the use of a validated modified SSAT,[30] a standard 
interview protocol and interviewer training. The potential for contamination between 
 intervention and control clubs was limited as selected associations were 
geographically distant from each other and clubs from the same association were 
assigned to the same arm of the study. Although there was no significant difference in 
demographics or SSAT scores between clubs that dropped out of the study and those 
that were retained, it is possible that there were significant differences between clubs 
that agreed to participate in the study at baseline and those that did not. However, 
response rates were good and, in the ‘real world’, only those clubs that are interested 
and have the capacity, will participate in an intervention such as SafeClub. 
Intervention clubs were larger than control clubs (i.e. had more teams) and had more 
young players (i.e. 12 years or under) which may have provided them with greater 
capacity and motivation to improve their safety activities. However, this is unlikely as 
there was no difference in the size of the committees or annual budgets of the two 
groups of clubs suggesting that the human and financial resources available to the two 
groups were similar. The effects of clustering of clubs by associations were not taken 
into account in the statistical analysis but, given the magnitude of the differences 
observed, this is unlikely to have significantly impacted upon the findings [37]. 
 
CONCLUSION 
SafeClub was developed in response to an identified need and is based on sound 
injury prevention concepts and adult learning principles. It was also extensively 
piloted prior to being evaluated. This evaluation has demonstrated that SafeClub is an 
effective tool for assisting community soccer clubs in Greater Sydney, Australia to 
improve their sports safety activities in a sustainable way. It appears to be particularly 
effective in assisting clubs to develop and improve the foundations and processes for 
good risk management practice. Further research is now required to determine if the 
success of SafeClub is transferable to other community sports with different 
organisational and administrative systems and in other geographic locations. Further 
research is also required to determine if community sports clubs that develop and 
implement safety plans and policies based on risk management principles do reduce 
the risk of injury associated with participation in their club activities. The authors will 
now develop and implement a dissemination strategy for SafeClub to ensure it is 
widely available and the quality of its content and delivery are refined and 
maintained. 
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